Bronchogenic cysts are congenital abnormalities resulting from embryological budding of the bronchial tree that often arise near the carina.' In adults they are often incidental findings on a chest radiograph but they may present with respiratory distress due to major airways compression. Thus, despite their benign nature, surgical excision is often undertaken to impossible to define the anatomical limitations of the cyst. Postoperatively her symptoms were partially relieved, but a month later her PEF was only 60% predicted and further computed tomography showed a large residual cyst. A catheter was therefore inserted into the cyst via a percutaneous extrapleural approach to irrigate and drain it; 250 ml of fluid were removed immediately and a further 230 ml over the next five days. Bleomycin (40 mg) and 100% alcohol (40 ml) with contrast medium were then instilled into the cyst to induce both a local cytotoxic and a sclerosant effect. After removal of the catheter there was gradual improvement in both symptoms and PEF. Ten months later she remains well with normal lung function; computed tomography shows a small residual cyst that has not increased in size.
Discussion
Compression of local structures by a bronchogenic cyst may present as breathlessness, atypical chest pain, cough, or-rarely-dysphagia as in this patient. Disturbances of cardiological rhythm are rare and we have found only one previous report.' The initial abnormality on the chest radiograph may often be missed4 but computed tomography is diagnostic in almost all cases because of the smooth outline of the cyst and the often low density of the contents, which distinguishes them from solid mediastinal lymph nodes. There has been one previous case report of a bronchogenic cyst that was misdiagnosed and treated as lymphoma, which resulted in considerable fibrosis that prevented complete surgical excision. 5 This unique case illustrates the long natural history of bronchogenic cysts, which are congenital. Probably during her pregnancy the atypical chest pain and radiological abnormality, which resolved after delivery, represented sudden expansion of the cyst. Expansion of a cyst may occur because of infection, haemorrhage into the cyst, or communication with the main bronchi, allowing air inflation. Changes during pregnancy in the size of a cyst, which then reverts to its previous size, have not been reported previously. The reasons for the recurrent swelling of the cyst in this case over 24 years are not clear.
Surgical management remains the treatment of choice in uncomplicated cases. Surgery is also offered to symptomless individuals because of the potentially life threatening complications of the cyst, as well as the need in some cases for a tissue diagnosis to exclude malignancy. More recently transbronchial or transoesophageal aspiration has been used to establish a diagnosis. 6 We have previously used a percutaneous extrapleural approach guided by computed tomography to drain a bronchogenic cyst.2 This particular technique offers a safer route with a low risk of pneumothorax because the pleura is not traversed. This is the first reported case where this technique has been used acutely to decompress a mediastinal cyst to relieve severe airways obstruction. We documented substantial improvement in spiro-metric values, PEF, and flow-volume loop profiles after aspiration. Such measurements provide a sen-sitive analysis of intrathoracic major airways obstruction and should be mandatory investigations in patients with large mediastinal cysts. Abnormalities in these values may indicate appreciable obstruction before the onset of symptoms and thus lead to early intervention.
Cytotoxic chemotherapy is not standard treatment for bronchogenic cysts, though this patient had previously had dramatic relief of airways obstruction when given chemotherapy for a misdiagnosed lymphoma. Cell turnover and secretory activity may have been inhibited to such an extent that the volume ofthe cyst was reduced below a critical level. Instillation of sclerosant agents has been used for hepatic cysts7 and recurrent swelling of thyroid cysts,8 but we believe that this is the first time a sclerosant has been instilled percutaneously into a bronchogenic cyst. Although follow up here has been only for six months, this case suggests that instillation of bleomycin and alcohol may have a role in controlling recurrent bronchogenic cysts that cannot be surgically removed. Case report A 24 year old woman presented with a six month history of a rapidly enlarging mass related to a surgical scar beneath her left breast. A large left atrial appendage had been removed through a left posterolateral thoracotomy five years earlier. She had never been pregnant. Her mother had had two desmoid tumours excised from the anterior abdominal wall and had undergone colectomy for carcinoma of the colon complicating polyposis coli. Her maternal grandmother had died of carcinoma of the colon and her brother had died several years earlier after the removal of a 3 kg tumour from his arm.
Physical examination showed a fit young woman with a 20 cm diameter firm, fixed mass related to the anterior aspect of a thoracotomy wound and inferior to her breast, displacing it upwards and medially. She also had a 3 x 4 cm firm, modle mass behind her right ear which had the clinical characteristics of an epidermoid cyst. Physical examination, including sigmoidoscopy and opthalmoscopy, otherwise showed no abnormalities.
Full blood count, electrolyte concentrations, and results of liver function tests were normal. A barium enema performed earlier that year also showed nothing abnormal. Computed tomography showed a very large soft tissue mass on the left lower anterior chest wall, destroying ribs and invading the left rectus muscle (figure). There was no
